There are few standards of physical measurements available for pre-school children in the British Isles. Gore and Palmer (1949) pubJished cross-sectional data of the pre-school period based on measurements taken in 1947. Within each age-group sample there were differences of weeks or months between ages of individual children. The most recent publication of cross-sectional data in this age period was from the Oxford Child Health Survey in 1955 (Acheson, Kemp and Parfit, 1955) and gives standards of height and weight for children born between 1944 and 1948. This was a longitudinal study, but no incremental data were given. The late Professor Low's (1952) raw data have been published on several measurements for a group of children followed for the first five years of life and who were born between 1923 and 1927. So far as is known these are the only longitudinal data in this age period in the United Kingdom published up till now.
The following standards of children born between 1952 and 1954 are presented. For details of the sample, method of recruitment and investigations carried out, etc., reference may be made to Moore, Hindley and Falkner (1954) . Briefly, the sample consists of 'healthy' unselected children, and these same children are followed regularly from birth.
They are drawn from an area in London. The children are seen at the ages of 4 weeks (± 2 days), 13, 26, 39 weeks, 1 year, 18 months (± 7 days), 2 years and thence yearly (± 14 days). The majority of children are seen very close to the correct date and never outside these stated limits.
It may be remarked that at 3 years the number of children forming the sample drops considerably. At the time of analysis not all the original children had reached 3 years of age-a common happening in running analyses of longitudinal studies.
Measurements All the measurements were taken by one of four measurers, the majority being taken by one person, and the rest divided equally between the other three. All were trained. When a new measurer joined the team he or she was taught by a trained member, and checks of individual errors and variations were made from time to time. Lincoln (1930) has shown the very great improvement in accuracy after such training whereby important large errors are reduced to minimal ones. Increments
Known gains in specific measurements are a valuable indication of rate of growth and progress. Krogman (1956) has said: 'It is a source of great weakness that this aspect of growth analysis is so consistently neglected.' Increments may be calculated only from children followed longitudinally and not from cross-sectional data. Increments presented in this paper are means calculated on children seen at the beginning and end of an incremental period. (Not all the children are able to present themselves for their appointed examinations every time.) 'Adjusted mean increments' will be given and the term needs explanation. It was clearly convenient to use 13 weeks as the standard comparative incremental period. Not all the intervals are 13 weeks; for example, 4 to 13 weeks is 9 weeks. These intervals were therefore 'adjusted' to bring them to a comparable 13-week period. This may not be entirely permissible, for it presumes that the rate of growth of the particular measurement is rectilinear at that time which may not, in fact, be so; but the periods between examinations are felt to be short enough to justify this where it has been necessary.
In presenting the increments of the children it might be argued that those children who were able to be included by virtue of being seen at the beginning and end of each incremental period, and Knott (1941) , Hindley (1953) , Thomson (1956) and Falkner (1957) . The technique used is well summarized by Krogman (1950) . The estimated maximum error was ±0-5%. Children were measured either in the morniing or in the afternoon. Time of day is important in measuring height, for children can 'lose' 2 cm. in a day and 1 cm. can be lost in the first hour. This can be 'put back' again after a rest (Palmer, 1930; Redfield and Meredith, 1938; Boyd, 1929) . This source of error is lessened in measuring recumbent-length, but at the same time the children were stretched (not severely) just before actual measurement.
Weight. All children were weighed in the nude to the nearest ounce on either a basket-scale or a platform beam balance (both periodically checked) according to age. Percentiles are given in the weight tables rather than standard deviations, for weight is not normally distributed (it is positively skewed), whereas recumbent-length is nearly so.
Figs. 1 and 2 show graphically* the data from Tables 1, 2, 3 and 4.
* In a study such as this there are several ways of plotting the data (Tanner, 1951) , for not all the children are seen every time. Those that are at the beginning and the end of each incremental period only may be used to plot the velocity curve. Hence the distance curve can be plotted by using the maximum number of children seen at each age-in other words, using the longitudinal study crosssectionally-or by plotting it from the velocity curve, having started with a mean size at birth or 4 weeks of age. (These are not the only ways (see Tanner, 1951) , but the most simple, practical and least complicated.) All the distance curves plotted in this paper are from means at each age, but in each case curves were also plotted from the velocity data. On this sample of children both methods produced almost identical curves. The London data were examined to verify this hypothesis. Since weight is subject so much to the vicissitudes of life in this period, recumbent-length only was examined.
To check the possible effect of illness on these assumptions the groups were subdivided into children who had been (a) ill and not hospitalized, (b) hospitalized and (c) not ill at all. The correlations remained almost identically the same. Table 5 shows there is little relationship between recumbentlength at 4 weeks and 1 year, but a close relationship between 1 year and 2 years. Regarding rate of growth, increments of recumbent-length between 4-13 weeks and 1 year-18 months were examined for relationships. Table 6 shows there is a very low relationship and confirms Tanner's (1956) observation that rate and size seem practically independent.
The Oxford, Aberdeen and another London set of Lancet, 1955; Tanner, 1955) . This is apparently due to the consistent biological fact that children are reaching physical maturity earlier and earlier. Skeletal maturity assessments upon the early samples of children would be most interesting had they been representing the distance between the crown of the head and the rump over a line connecting the ischial tuberosities. (See Bean, 1922; Knott, 1941; Falkner, 1957, etc.) Results are given in Tables 11 and 12. Lower-segment length is obtained by simple subtraction of crown-rump length from total recumbent-length. The ratio of upper to lower segment is a useful index of growth and is commonly expressed as the percentage of the total length that is made up by the upper segment. It is known as the stem-stature index, and is expressed as:
Stem-length (crown-rump length) x 100 Recumbent-length (or height)
The maximum standard deviation of the mean at any age in the Aberdeen or London children (where the raw data were available) was I1 6.
The index varies remarkably little between some widely different samples and decreases with age, as the lower limbs grow more rapidly than the upper segment. It reaches its final adult stable figure at approximately 12 years in the female and 16 years in the male. At the third month of foetal life it is of the order of 80-0 (Schultz, 1926) , and at birth indexes from different racial groups vary little between 66-0 and 67 5 (examples: Japanese-Ito, 1936; American- Bakwin and Bakwin, 1934; Italian-Tatafiore, 1935) . At 8 years it approximates 54-5 (Wallis, 1931) . By puberty it is of the order of 51-5 to 52-0 in both sexes, and thereafter remains at this minimum amount. The index is influenced by age, sex, race and constitutional type. There are two areas of very low upper-segment length-Central Africa and Native Australasia; and two 'high' areas-Central Africa (Pygmies) and the Arctic (Bean, 1922) ; but otherwise the index appears remarkably stable and comparable in distribution. Bean (1922) stated that in different samples the female index was generally larger than the male, regardless of constitutional type and stature. The present sample of children does not indicate that such differences appear in the first three years of life at least.
In certain diseases the index is altered and may give a useful additional diagnostic indication. As an example, in cretinism the dwarfism includes retardation of growth of the lower limbs, and this manifests itself in the index. and one aged 6 months-6 9. By comparison with Head circumference is a useful measurement clinically in early childhood, particularly when hydrocephalus, subdural haematoma or neoplasms are in question. Correlations between head measurement, cranial capacity and intelligence are, however, uniformly low and of the order of 0-12 (Broom, 1932; Paterson, 1930) . Incremental data may be of most use. Although the boys' mean head circumferences are consistently larger than the girls', the mean increments are practically identical. Fig. 3 shows graphically* the data from Tables 14  and 15 
